The current opioid epidemic in the United States is changing our perceptions of the face of addiction. Opioid Use Disorder (OUD) has become pervasive and is affecting all ethnicities, races, socioeconomic classes, the young and the old. In 2015, 46 people will lose their life each day to a chronic brain disease that is going unnoticed and undertreated. Over the last five decades, numerous scientific and clinical breakthroughs have allowed for a better understanding of the mechanisms underlying addiction, and the development of medications that can help support a patient's long-term recovery. All of those that have contributed to these advancements have aided in redefining addiction as a primary, chronic disease of the brain reward, motivation, memory and related circuitry; however, our treatment strategies have not necessarily advanced to the same extent as our current understanding of the disease. This commentary will explore how personal philosophies can bias treatments strategies and definitions of treatment success, and prevent adoption of chronic disease treatment models that would significantly improve the quality of life of those suffering with OUD. This is a challenge to consider how our views and stigma can impact a patient's recovery. We are currently losing a battle with a disease that is taking the lives of 46 individuals daily; it is time to fully embrace a chronic disease model which comprises an integrated pharmacopsychosocial approach for treating the biopsychosocial disorder that is addiction to reverse these trends.
Introduction
Addiction to prescription and illicit opiates has reached epidemic proportions in the United States, to the point where commonly cited statistics seem almost fictional. Ninety-nine percent of the world's hydrocodone and 80% of the world's supply of opioids overall are consumed in the U.S. [1] ; and in 2008, the number of overdose deaths due to prescription pharmaceuticals surpassed that of traffic accidents [2] . The statistics speak to how invasive this issue has become. The over prescription of opioid pain medication in the U.S. has led to levels of heroin addiction not seen since the Vietnam War era [3, 4] .
The time has come to reach a consensus in our approach to the treatment of opioid use disorder (OUD). Achieving this goal will require a great deal of effort from the treatment community, requiring many to put aside their individual philosophies and biases. When discussing the opioid addiction epidemic, as advocates for the many who suffer from addiction, we must have a shared voice and demonstrate a sense of urgency to compel our healthcare system, politicians, and society as a whole to take action in halting and reversing these opioid addiction
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trends. Growing knowledge around the neurobiology [5] , genetic predisposition [6] [7] [8] , and efficacy studies related to medication assisted treatment [9] provide an evidence-base which, in turn, has aided in the development of treatment guidelines; however, these effective treatment approaches have not been adopted as mainstream treatment options and are not offered to the majority of patients. There are currently greater than 2.5 million people suffering with OUD, with less than half of this population on medication assisted treatment [10] . In fact, less than half of private sector treatment facilities offer medication assisted treatment, and of those that do, only 34.4% of patients have access to this treatment [11] . Most clinicians would agree that a "one size fits all" treatment approach is ineffective for the majority, and tailoring a patient's treatment plan to the specific needs of that patient is the most effective approach to achieving positive long-term outcomes and sustained recovery. Even with this understanding, we have allowed social stigma and discrimination to bias our treatment approaches. Patients suffering from addiction have been battling this stigma and discrimination for decades. The common social sentiment, "Why don't these people stop doing drugs," is not just sewn into the fabric of our society, but has also permeated our healthcare system, treatment models, and our definitions of 'successful' treatment [12] . These beliefs are centered on a misguided understanding, which assumes that if a patient stops taking the opioid, then they are cured; however, this is not supported by the available evidence concerning detoxification and abstinence based treatment [13] [14] [15] [16] . Additionally, buprenorphine/naloxone maintenance therapy has been shown to reduce rates of relapse, increase retention in treatment [17] , and engage patients in psychosocial recovery models [18] .
The situation is daunting. There has been a relative lack of education and research initiatives dedicated to exploring and understanding effective strategies for treating patients suffering from OUD. The consequences are a reduced percentage of patients sustaining long-term recovery, and a higher risk for overdose and premature death. This commentary should be considered a challenge for each clinician, researcher, and layperson to consider how their personal philosophies can influence and affect a patient's long-term recovery. It is no longer enough to change our semantics in discussing OUD as a chronic disease; we truly need to approach the treatment of OUD as a chronic disease.
Measuring Treatment "success"
The American Society of Addiction Medicine (ASAM) defines addiction as a primary, chronic disease of brain reward, motivation, memory and related circuitry. There has been a concerted effort to put addiction treatment on par with the rest of medicine, highlighting addiction as a chronic illness. Yet, do we approach treatment of addiction as a chronic disease as the definition suggests, or do our personal philosophies bias our approaches? As any chronic disease with biological, genetic, and physiological bases, addiction should be managed by integrating a combination of treatment paradigms personalized to the specific needs of the patient in order to ensure the best possible outcomes for the individual, namely an integrated pharmacopsychosocial approach to treatment [47] . Treatments for OUD must include medical, psychosocial, and behavioral management of the disease. In too many instances we are ineffective in coordinating this comprehensive approach. Additionally, the clinical criteria defining successful addiction treatment is often based on the patient becoming free of both the drug of abuse and pharmacotherapy that has facilitated abstinence. This begs the question, "Why is OUD not held to the same standards of other chronic diseases, e.g. diabetes, wherein insulin treatment continues indefinitely?" For instance, medical management of OUD with buprenorphine/naloxone or methadone is often perceived as substituting one addiction for another. This misunderstanding of the contribution of medications to the overall management of OUD can lead to premature discontinuation of medication to the detriment of the patient, and thus, high rates of relapse [19, 15, 16, 20] . Consider the Diagnostic and Statistical Manual of Mental Disorders criteria for the diagnosis of OUD ( Figure 1 ). Assessing patients' symptomatology prior to and after initiation of medication assisted therapy, demonstrates how effective appropriately administered medications can be at supporting a patient's remission. The potential benefits of utilizing medications in patients with OUD include: assisting the patient in achieving remission from the disease, allowing the individual to engage in active recovery [18] , and increasing retention in treatment A problematic pattern of opioid use leading to clinically significant impairment or distress, as manifested by at least two of the following, occurring within a 12-month period:
1. Opioids are often taken in larger amounts or over a longer period than was intended.
2. There is a persistent desire or unsuccessful efforts to cut down or control opioid use.
3.
A great deal of time is spent in activities necessary to obtain the opioid, use the opioid, or recover from its effects. 4. Craving, or a strong desire or urge to use opioids.
5. Recurrent opioid use resulting in a failure to fulfill major role obligations at work, school, or home.
6. Continued opioid use despite having persistent or recurrent social or interpersonal problems caused or exacerbated by the effects of opioids.
7. Important social, occupational, or recreational activities are given up or reduced because of opioid use.
8. Recurrent opioid use in situations in which it is physically hazardous.
9. Continued opioid use despite knowledge of having a persistent or recurrent physical or psychological problem that is likely to have been caused or exacerbated by the substance. 
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Gustin et al. [19, 15] . For example, take the case of a patient who has been stable on buprenorphine/naloxone for an extended period, and over the course of 3 years that individual became employed, found stable housing, regained custody of his/her children, yet is still being maintained on low doses of buprenorphine/ naloxone. Shouldn't this be considered a treatment success? Or, are we allowing misconceptions of the role of medication in the process of recovery to bias how we direct patients through treatment? It is time we promoted individualized care, and to begin to consider whether discontinuing a medication that has allowed the patient to rebuild his/her life from the depth of their addiction is worth the risk of destroying the quality of life due to relapse. There are many other examples of similar decision making in medicine-we know that depression can lead to suffering and suicide and that elevated blood pressure is associated with increased rates of myocardial infarction, stroke, and renal failure and so we continue patients on antidepressants or antihypertensives throughout a lifetime with little hesitation.
Is Tapering off Buprenorphine Maintenance Therapy an Achievable Goal for All Patients?
The most commonly utilized medication for the treatment of OUD is buprenorphine/naloxone. There has been a great deal of debate, as well as conflicting studies, relative to how long patients should be treated in order to achieve optimal outcomes and avoid relapse. Frequently, time limits are set on duration of treatment with buprenorphine/naloxone, and this leads to the question, "Why are some patients rushed through certain aspects of recovery, namely medication assisted therapy?" This is contrary to our understanding that long-term recovery is a day-to-day, life-long commitment that evolves over time and requires the ability to adapt to situations. As a field we can fixate on questions related to identifying the optimal length of buprenorphine/naloxone maintenance treatment, and attaining guidance in how we can get patients off buprenorphine/naloxone. The answer is relatively simple: it is dependent upon the individual patient's needs, their attitude toward recovery, and their overall stability. A fixed dose reduction or tapering schedule will not be effective for the majority of patients. This is best highlighted in the detoxification literature, with roughly 88% of patients being detoxified over a period of 7 or 28 days relapsing within a 90 day period [16] . While evaluating the individual patient's needs, a specific treatment plan can be constructed -one that takes advantage of all treatment modalities that both the patient and physician agree will be essential for continued success [21] . In many settings, this approach is not being utilized, specifically as it relates to buprenorphine/naloxone maintenance therapy. There are a number of standardized protocols that individual physicians, clinics, rehabs, and treatment centers utilize. On many occasions we have heard comments such as, "I just want my patients off these drugs" when referring to buprenorphine/ naloxone", or "I stabilize patients on buprenorphine/naloxone and over the course of X amount of time I taper my patients off of the medication." Research, clinical practice, and experience tell us that this is an ineffective approach for most individuals with OUD. We need to start thinking of treatment in terms of a "Treatment Clock" versus a "Time Clock". If a patient's goal is to be medication free, there are some characteristics that may increase the likelihood of success. We need further research dedicated to understanding how to effectively identify these characteristics and taper their medication more appropriately. Based on observations and feedback from physicians, the primary characteristic is that a patient expresses his/her desire to be taken off the medication. Allowing a patient to take the lead in his or her treatment plan is empowering, and can help reestablish control in one's life. Moreover, it is important not to be judgmental with patients who prefer to continue taking buprenorphine/naloxone as it makes them feel safe and comfortable in their recovery. These patients typically have a long period of negative toxicology results from all drugs of abuse, including alcohol, marijuana, cocaine, and benzodiazepines. Patients that continue to take the medication in a strictly adherent manner in treatment or have successfully tapered off the medication, have engaged and embraced some form of psychosocial recovery, and have renewed pleasure in activities not associated with drug use. Associated with this is the patient's understanding that relationships formed around their drug use cannot be maintained, and they need to develop a positive network of family and friends to support their desire to become medication free, along with their recovery. Lastly, and often times over looked, is the appropriate diagnosis of other behavioral health and medical issues that need to be addressed. We know that patients with substance use disorders exhibit relatively high rates of co-morbid psychiatric disorders [22] [23] [24] [25] , and it is naive to think that long-term recovery is achievable if these issues are not adequately addressed. If we were to approach the treatment of OUD from the standpoint of treatment goals versus a fixed duration of treatment, we could greatly improve upon treatment outcomes. As a field, if we are serious about treating this illness as a chronic disorder, we need to start approaching treatment more cohesively. Expounding that OUD is driven by brain mechanisms, and is not the consequence of a morally compromised individual, is no longer enough if we truly intend to make an impact on this epidemic.
Lapses are Lessons
It is an unrealistic expectation to think that patients will not have lapses and relapses to drug use while attempting to achieve long-term recovery. It is a struggle for patients to deal with stressors, cues, and cravings that lead to their brain telling them, "This can all go away if you just use again." Is it therefore appropriate for a clinician to demand that a patient submit to routine urine drug screens and that the results are negative from the first day of treatment? Urine drug screens should not be used to 'catch' patients using drugs and ultimately throw them out of treatment. Instead, these tests should be used to evaluate vulnerabilities that the patient is continuing to struggle with, and use these test results as teachable moments for both patients and physicians to work on identifying and addressing triggers of relapse. Removal of a patient out of treatment leads to one inevitable outcome -relapse. In fact, the outcome of a positive urine drug test results should be to assist the patient in his/her time of need and provide more intensive treatment; after all, presumably both the patient and the clinician want the same thing for the patient, namely to stop the slide into active addiction.
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Is Sustainable Long-Term Recovery Possible without Addressing other Mental Health Co-Morbidities?
As mentioned previously, understanding the patient's complete medical and psychiatric history is crucial for developing the optimal treatment strategy. Rates of physical and mental abuse, as well as behavioral health issues are relatively high in patients suffering with OUD [26] [27] [28] [29] [30] . It is rare to observe that someone addicted to opioids is only struggling with the drug itself. When an individual enters a detox or abstinence based program, the cravings and withdrawals deter the patient from fully engaging in all aspects of a comprehensive treatment program. In many instances, these patients would be well served by integrating buprenorphine/naloxone into their treatment plan. The medication helps to reduce cravings and withdrawal symptoms, and more importantly, allow clarity of thought to enable the patient to comprehend and commit to the psychosocial aspects of their recovery. This includes learning relapse prevention techniques and dealing with the stressors and cues that they will inevitably encounter. Moreover, clinicians can have the time to identify and treat the behavioral health issues that often times are being selfmedicated by the opioid of abuse.
The Drug Addiction Treatment Act of 2000 (DATA 2000) provided an immediate necessity to the community by expanding access to treatment for patients who otherwise would not have likely pursued recovery. Over the past decade, this has had an unintended side effect. Most addiction treatment is administered by physicians who, while passionate and motivated, are not thoroughly trained in addiction medicine or psychiatry. There is an incomplete understanding of how to diagnose and treat contributing mental health conditions. We need to formulate creative methods that ensure that patients with OUD have the psychosocial support and behavioral health treatment they require, not only acutely, but throughout their lifetime. Just as access to buprenorphine/ naloxone needs to be expanded, it is imperative that appropriate psychosocial treatment paradigms are individually developed and tailored to each patient in order to maximize the benefits of the medication in fully engaging the patient in the recovery process. Appropriate use of the medication within the rubric of effective psychosocial treatment, which must begin with a clear diagnosis of psychiatric co-morbidities, is the only acceptable and comprehensive approach to patient management that will improve outcomes. For any individual patient, this would likely include enhanced compliance with treatment plans and active engagement in the long-term recovery process [31, 18, 32] .
Conclusion
The fields of addiction medicine and psychiatry have been proactive in disseminating the message that substance use disorders are chronic, relapsing brain diseases with underlying biological, genetic, and psychosocial mechanisms. It is time that the field fully accepts these facts and adopts treatment approaches that address each aspect of the disease in a comprehensive rather than piecemeal manner.
We must acknowledge what the data has told us thus far about treatment, medication assisted therapy, and the use of psychosocial support, while simultaneously limiting the bias our personal philosophies may have on approaches to treatment. Changing the stigma caused by social intolerance toward addiction and its treatment begins with a commitment to healthcare provider education. Our educational systems need to be dynamic, such that education around emerging diseases and trends can be integrated into the curriculum, and that healthcare providers are adequately informed and able to curtail epidemics like the one we find ourselves in the midst of today [33] . Interestingly, 72.1% of attending and resident physicians would be willing to prescribe buprenorphine for the treatment of OUD if given appropriate training and support [34] . This is not just an issue within medical education. It is also apparent in counselor and psychologist training, as well as most other healthcare disciplines [35] . In settings where counselors are appropriately trained on the benefits and utility of buprenorphine, acceptance is significantly greater [36] . The clinicians responsible for treating patients utilizing psychosocial treatment modalities need to be educated on the biology and genetics of addiction and how medication can be a useful tool in achieving their objectives. There has to be a commitment to comprehensive management of patients with substance use disorders utilizing chronic disease models of treatment. To insure that we are doing the best we can for the majority of patients, we must no longer downplay the necessity for psychosocial interventions, or continue to stigmatize the use of medications such as buprenorphine/naloxone, but use these two approaches in an integrated manner [37] .
Chronic disease models of treatment can be constructed by building patient-centric networks to integrate care addressing both substance use disorder and underlying or co-morbid medical and/or behavioral health issues. Staying abreast of emerging data will provide better understanding on how to manage patients with substance use disorder. Our knowledge of the genetics underlying predisposition to addiction [6] [7] [8] , alterations in neurotransmitter tone [38, 39] , and how reward deficiency is contributing to stress and relapse [40] will supply us with a more sophisticated and heuristically useful view of the patient's physiological condition and allow for a more individualized approach.
Medication assisted therapy, such as buprenorphine/ naloxone, reduces rates of overdose and overdose death [41] [42] [43] , reduces recidivism in emergency departments and within the criminal justice system [44, 45] , increases compliance and adherence to other medical services [31, 32] . But most importantly, it helps put people on the path to recovery and enhances their quality of life [46, 47] . We are in the midst of an epidemic that is targeting teens and young adults, and we are losing this battle with a disease that is taking the lives of 46 individuals daily [48] . It is time we stop philosophizing over what treatment should look like, and start providing individuals with the chronic disease management that they need to be successful in recovery.
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